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This method involved only one operation instead of two. By the other operation it was somnewhat difficult to be sure one was actually in the Fallopian aqueduct in a badly scarred case, and that helped one's preference for the spinal-accessory operation.
Mr. I. A. TUMARKIN said that his first case of the kind had been that of a young woman who showed synkinesia-i.e. if asked to close her eye she also twitched her mouth, and was unable to control the latter movement. That was a very frequent phenomenon in any form of recovery after facial paralysis. It was thought by some that the outgrowing new axons, inaking their way outwards, included some which lost their way and instead of serving the eye, served the mouth. Another theory advanced to explain it was that a nerve stimulus was really an electrical impulse, which passed down the axon, and that in the case of a trunk like the facial nerve, an electrical impulse passing down the nerve needed to be insulated. In normal conditions insulation was provided by the myelin sheath; but in the case of new nerves the myelin sheath was probably imperfect and so insulation was also defective. Nerve energy going to the eye therefore became irradiated, like that of a broken electrical insulation.
He did not know what was the prognosis in such cases, but he had seen the phenomenon in many so-called recoveries after Bell's palsy.
MIr. KISCH (in reply) said that his patient had had ordinary massage while in hospital, and the mother was taught to keep the skin in condition after he left.
Male, aged 51. Difficulty for one year in swallowing food, which stuck at a level just above the sternum. No vomiting or return of food. No loss of weight; patient looked well. Skiagrams showed a pouch. (Esophagoscopy showed a smooth mucous membrane but the posterior wall was pushed forward by a soft swelling, which caused obstruction. No opening was seen.
Operation.-9.5.36. Collar incision as for tlhyroidectomy. Thyroid isthmus divided between clamps. (Esophagus identified by passage of cesophagoscope by assistant. Pouch dissected out, ligatured, and removed, and stump invaginated.
Wound left partly open and packed with gauze soaked in hypertonic saline. Patient now swallows well.
D'iscu8sion.-Sir STCLAIR THOMsoN asked what was the present tendency in regard to the operation-a one-stage or a two-stage operation. In the early days of Sir Henry Butlin, the imiortality following the one-stage operation was so marked that it might be expected to be 10%. This decreased with the introduction-chiefly from America-of the two-stage operation, which for many years had held sway. In later years, however, following the work of Trotter and other operators, there appeared to be a return to the one-stage procedure.
Mr. CRAIG DUNLOP asked if a note had been taken as to the condition of the vocal cords before operation. The patient stated that the voice was better now than before operation, but it was still abnormal, and the right cord crossed the mid-line to meet the left cord, in the cadaveric position. There was hypertrophy of the false cord on the right side, and he (the speaker) wondered whether this was a pre-operative, or a post-operative condition.
Mr. H. V. FORSTER said that he had been asked by Professor R. E. Kelly to see a man, aged 80, who had a pouch so large that removal was out of the question. Professor Kelly performed a gastrostomy, retaining the pouch, and the patient, who was able to empty the pouch which had interfered so much with swallowing, did very well. Since then Professor Guizez had successfully treated patients by dilating the entrance to the cesophagus. Had any members had experience of palliative mlleasures of that kind which could take the place of operation in the old and feeble ?
Mr. V. NEGUS said he did not think that it was wise to operate on cases of this kind unless the crico-pharyngeal sphincter was stretched; therefore at the beginning of the operation one should pass a large cesophageal speculum or cesophagoscope and stretch the sphincter widely, enmpty the pouch, and pass a feeding-tube. By this means much postoperative trouble was obviated.
The Eetiology of the pouch was closely connected with lack of relaxation of the crico pharyngeal sphincter; hence the need for stretching it. For a smaller pouch it was reasonable to do that occasionally, as it gave much relief. The difficultv in swallowing was due not only to filling of the pouch with food, and the consequent pressure of the pouch on the cesophagus, but also to a pulling forward of the anterior lip of the pouch by the crico-pharyngeal sphincter.
With regard to the choice of the single operation, or the two-stage operation, Mr. Trotter had advocated the single-stage operation, and he (the speaker) did not know of a good reason for not using it, as there was the danger of mediastinitis fromn opening the side of the neck and m11oving the pouch from the mediastinum, whether the pouch itself was opened or not.
He thought it better for repair to be carried out at the first operation rather than after considerable gluing together of structures had taken place by the timiie the second operation was due.
Mr. J. F. SIMPSON, referring to the suggestion of Mr. Forster that the age of 80 was a contra-indication for operation on cesophageal pouch, said that he had assisted Mr. Colledge in removing such a pouch from a man aged 91, who made a good recovery. [Mr. Forster: This particular pouch was the largest on record.]
Mr. C. P. AWILSON said that an unusual point about this case was that it was apparently easy to pass an cesophagoscope into the gullet, and the pouch appeared only as a soft swelling pushing forward the posterior wall of the gullet and thus causing obstruction. It was usually easy to pass an cesophagoscope into the pouch, but difficult to pass it into the gullet. He had seen iiany such cases, but not one in which one did not pass the cesophagoscope into the pouch at first, and had to search for the opening from the pouch into the cesophagus. The present pouch seemed to be of unusual type.
MIr. HAROLD KISCH said that he had had one case of the kind in an old milan suffering frolmi obstruction and dysphagia. The radiologist had assured him that the picture suggested stricture of the cesophagus, not a pouch, and with that he agreed. He passed an cesophagoscope easily right down the cesophagus, no obstruction.being encountered, but he thought there was some fullness at the level of the upper end of the sternum. During the nlight the patient was seized with severe pain on the right side of the chest, and he died the next morning. At autopsy there was found a large aesophageal pouch, filled with offensive bismuth and food material. There was no injury or sign of instrumnentation. Apparently there was some danger in passing an cesophagoscope in these cases.
AMr. LESLIE POWELL (in reply) said that this patient had always had a " funny " voice and had stammered, and his larynx now looked as it did before the operation. With regard to the cesophagoscope passing into the cesophagus and not into the pouch, he thought that was accounted for by the sharp, backward bend of the spine there, so that the opening into the pouch was directed backwards.
He did not invert the pouch into the lumen of the cesophagus; he understood that that was done sometimes, without cutting it off. He just oversewed the stump. He left the packing in four days, at the end of which time the temperature came down to norilmal, and the wound wNas clean when the drainage was remnoved. On the following day, however, the temperature went up again, as there was a little leakage; it would therefore have been wiser to have left the packing in for another three or four days, so that the wound in the cesophageal wall light be soundly healed.
